Personality disorders are widespread and present a major challenge in most areas of health care. They can be difficult to treat, complicate the management and adversely affect the outcome of other conditions, and exert a disproportionate effect on the workload of staff dealing with them.
exhibit a severely limited repertoire of stereotyped responses in diverse social and personal contexts. These patterns are usually evident during late childhood or adolescence, but the requirement to establish their stability and persistence restricts the use of the term "disorder" to adults.
Classification
There are two main approaches to classification-dimensional and categorical.
Dimensional classification-This defines the degree to which a person displays each of a number of personality traits and behavioural problems. This approach is proving useful in investigating the biochemical underpinnings of many of these disorders. 
F61 Mixed personality disorders F62 Enduring personality changes
Includes permanent changes after catastrophic experiences (such as hostage taking, torture, or other disaster) or severe mental illness, but excludes changes due to brain damage
F63 Habit and impulse disorders
Includes pathological gambling, fire setting (pyromania), stealing (kleptomania), hair pulling (trichotillomania), and others
F68 Other disorders of personality
A mixed category including elaboration of physical symptoms for psychological reasons and intentional production of symptoms (factitious disorder)
F21 Schizotypal disorder
This category is included for completeness, but it is best avoided as its status as a variant of schizophrenia or of personality disorder is not clear
Epidemiology and aetiology
In Britain the prevalence of personality disorder ranges from 2% to 13% in the general population, and the prevalence is higher in institutional settings (such as in hospitals, residential settings, and prisons). Some diagnoses are made more commonly in men (such as dissocial personality disorder), while others are more common in women (such as histrionic and borderline personality disorders). Some common forms of presentation should prompt consideration of an 
Assessment
Patients with personality disorder may present in various ways. Some behaviours suggestive of personality disorder may be overt (such as extreme aggression), but others may be subtle (such as pronounced difficulty in assertiveness or avoidance behaviour). Temporary reactions to particular circumstances do not justify a diagnosis of personality disorder.
Problems presenting for the first time in adulthood may point to a functional or an organic mental illness. A collateral history from a relative or close friend is useful in distinguishing personality traits from mental illness. Patients' social circumstances need to be considered in order to identify solutions to immediate crises. Time spent on the presenting problem may help patients to identify solutions for themselves.
It is important to differentiate personality disorders in cluster A from psychotic mental illness, and personality disorders in cluster C from anxiety and depression whenever possible. However, personality disorder commonly coexists with mental disorder, and a patient may have symptoms of both. Thus, the inclination to withdraw all treatment and support once a personality disorder is suspected should be resisted. Diagnostic uncertainty is an indication for referral to specialist 
Specific measures
When another disorder coexists the intervention should initially be directed at this but working within the general framework given above. Referral to a specialist service may be indicated for specific problems (such as substance misuse and eating disorder).
Drug treatment-Depot antipsychotic drugs have been reported to benefit patients who harm themselves impulsively, and those who display symptoms suggestive (but falling short) of frank psychotic illness. Serotonin reuptake inhibitors have been used in patients with borderline personality disorder to reported good effect. However, these interventions are not supported by much research evidence, and the benefits of any drug must be weighed against the risk of side effects and toxicity in overdose. Full discussion with individual patients is needed before embarking on such interventions.
Psychosocial intervention-Group and family psychotherapy have their proponents in treating disorders in cluster B on an outpatient basis, but individual cognitive or psychodynamic psychotherapy is usually preferred. Assertiveness training, anxiety management, and behavioural approaches may be useful with disorders in cluster C, as may short term, focused psychotherapy.
Specific measures for intervention

Treat comorbid mental or physical illness
Consider specific drug treatment -Depot antipsychotic drugs for impulsive self harm may provide a patient with the necessary structure within which help can be offered and received -The content of a contract must be carefully considered if it is to be a constructive tool rather than a prescription of punishment -When available, specialist inpatient units allow a much better opportunity for changing recurrent self harm than do general psychiatric units
Aggressive behaviour
In various patient groups aggressive behaviour has been shown to respond to carefully monitored carbamazepine treatment. This is especially true of patients in whom there are associated features such as a history of head injury, genuine amnesia for assaults, the deja vu phenomenon, olfactory hallucinations, and abnormalities shown by electroencephalography or brain imaging.
Psychological techniques for managing anger are useful for patients who are able to tolerate a therapeutic environment and to discuss their own behaviour. The key issue is to identify triggering situations and the automatic patterns of thought that precede an outburst of aggression.
Dealing with aggressive patients -Be supportive to patients-explain their options and choices positively -Take a forgiving attitude to rudeness -Don't keep agitated patients waiting -Don't see patients in isolated areas -Don't be patronising or tell patients off Clinicians who deal with aggressive patients should take basic safety precautions such as not seeing patients in isolated areas and ensuring the availability of alarm systems. More importantly, they should never criticise or admonish such patients and should always try to appear relaxed whatever feelings a patient may engender. Training in break away techniques-physical menoeuvres to escape from an assault-is helpful in maintaining confidence. The boundaries of acceptable and unacceptable behaviour should be clearly explained to patients in the context of helping them to avoid getting into difficulty.
